ABSTRACT This study aimed to investigate the frequency of spousal violence among Saudi women and document the related health effects and injuries, as well as their attitudes to gender and violence. Structured interviews were conducted with 200 ever-married women recruited from primary-care centres in Jeddah. Nearly half of the surveyed women (44.5%) reported ever experiencing physical violence from their spouse. Although 37 women (18.5%) had received violencerelated injuries, only 6.5% had reported these injuries to a health-care provider. Victims of spousal violence had poor perceptions of their overall health, and reported pain or discomfort, antidepressant use and suicidal thoughts. Women mostly disagreed with the presented justifications for wife-beating. However, the association between gender attitudes and spousal violence was not significant. The results of this study support calls for integration of education about partner violence into health-care curricula to enhance the access and quality of services. 
Introduction
Spousal violence refers to a range of physically coercive or violent acts used against adult and adolescent women by current or former spouse (1) . It is considered not only a human rights violation but also a serious public health concern (2) . The World Health Organization (WHO) asserts that spousal violence, "occurs in all countries, irrespective of social, economic, religious or cultural group" (3) . Variations in prevalence of spousal violence between different countries have been documented, pointing to the importance of establishing correlates of spousal violence across different populations (4, 5) . Most importantly, the variation suggests that spousal violence is a modifiable and preventable phenomenon that may be amenable to culturally relevant interventions including those aimed at persons living in the Eastern Mediterranean Region (EMR).
In the EMR and particularly in Arab societies, both universal and culturespecific factors may put women to greater risk for spousal violence. Laws and public policy that reflect gender inequities, mandate divorce restrictions and support patriarchal societies lead to increased risks for violence. Women may also be discouraged from reporting abuse to health-care professionals or legal authorities due to the social importance given to maintaining marital status. Reports of abuse are often denied, minimized, interpreted as delusional or ignored (6) . As a result, health-care professionals often under-report and/ or fail to detect and document abuse. Nevertheless, some studies conducted in EMR countries have documented different aspects of spousal violence (7) (8) (9) (10) (11) . The observed variation in the prevalence of spousal violence across MR countries can be attributed not only to variations in methods of data collection but to the cultural and societal differences influencing the perspectives of the populations studied. Regional assessments, therefore, must take into account the national and cultural diversity of any research focused on spousal violence.
Little formal research, a paucity of statistical data and a virtual absence of official records on spousal violence in Saudi Arabia create a pressing need for focused investigation The small number of studies that have been conducted used broader definitions that measured different manifestations of gender-based violence, including domestic violence defined as emotional, physical and sexual violence perpetrated by anyone against women (12) , the impact of physical violence during pregnancy (13) , and physical and emotional violence in ever-married women (14) . Such limited reporting fails to offer an accurate picture of the Saudi Arabian case, where the impact of spousal violence presents serious and disproportionate health concerns for women.
The documented relationship between spousal violence and adverse health effects underscores that this issue merits attention (15) . Studies in the EMR have documented the deleterious health effects of spousal violence including negative maternal and child health outcomes (16, 17) . The association between spousal violence and impaired mental health, physical injuries, disability and death has also been documented in several studies conducted in the EMR (18) (19) (20) (21) . Violence against women is embedded in beliefs and attitudes about gender roles. In one Saudi Arabian study, half of the men supported the use of violence against women in cases of misconduct and a third of men actually resorted to violence to deal with a wife's misbehaviour. Interestingly, a third of the women in the same study agreed with the use of violence in cases of women's misconduct (22) .
The purpose of this study was therefore to utilize the primary health care (PHC) setting to assess: the frequency and types of spousal violence; the association between reported spousal violence and adverse health effects; the types of injuries sustained; and if women discussed spousal violence with health-care professionals at the PHC. Additionally, we extended the study by exploring Saudi women's gender attitudes and acceptance of spousal violence under certain hypothetical scenarios in the context of marriage.
Methods
This exploratory study was cross-sectional in nature. The data were collected via structured interviews in PHCs in Jeddah, Saudi Arabia, between March and June 2012. The primary investigator conducted the interviews in Arabic and utilized her knowledge of cultural norms to navigate the PHC systems.
Sampling
A power analysis revealed that a minimum sample size of 132 was needed to achieve a power of 0.90 with an effect size of 0.4 and alpha set at 0.05. An increase in the sample size to 200 women was conducted to account for underreporting. In each region, we targeted a sample size of 40 women for individual interviews. PHCs were selected from each of the 5 regions of the city; namely, north, south, east, west and central to enhance geographic representation of the study participants. However, due to logistics and research time constraints, we opted for convenience rather than random sampling of PHCs. The principal investigator sought to recruit women from PHCs in reachable locations, with cooperative managers, private areas for one-to-one interviews and the potential to receive at least 40 women visitors per week. In cases where the number of women interviewed in any PHC was less than 40 in 2 weeks, another PHC was selected from the same region to complete the 40 interviews per region. A total of 6 PHCs were selected, including 2 PHCs from northern region, out of a total 80 PHCs in Jeddah to recruit 40 participants from each region.
was issued by the PHC administration department to the study investigator to contact the selected PHCs and conduct the interviews with the eligible and consenting women. Investigators adhered to the ethical and safety guidelines for research on domestic violence against women (23) . Due to the sensitive nature of this inquiry and the potential risk of retaliation, an institutional review board approved notification statement form was used instead of a signed consent form.
An Arabic notification statement was read by the study investigator for each consenting participant. The notification statement apprised all potential participants of the study's purpose, risks of participation, measures taken to ensure confidentiality, measures taken to minimize release of protected health information and the right to withdraw without penalty. A copy of the notification statement was given to the women if requested. After the interview was completed, each participant received a debriefing wherein they were asked not to divulge the nature of the study to anyone in order to protect them from potential retaliation. Referral cards with contact information and hotlines of women's shelters and social services were provided to each participant to address any potential needs arising from the interviews.
Data analysis
SPSS software, version 17.0, was used for data analysis. Univariate and multivariate analyses were conducted to describe the data. The chi-squared test for significance was used, with P < 0.05 considered significant. Logistic regression tests, including binary logistic regression and ordinal logistic regression, were conducted to analyse the significance of the relationship of spousal violence, women's health perceptions and gender attitudes. Odds ratio (OR) were calculated to assess the odds of perceived health status and gender attitudes associated with the reported spousal violence.
A flyer was used at the reception of the selected PHCs to invite eligible women to participate. The flyer stated the purpose of the study, emphasized the voluntary nature of participation, detailed the inclusion criteria, stressed confidentiality and included contact information for the study investigator. Interested women were directed to the study investigator to screen them for eligibility. Women were included in the study if they were: of Saudi nationality; married, divorced or widowed; between the ages of 18-65 years; and in receipt of health care at the selected PHC. Women who were never married or who had family members who had already participated in the study were excluded from participation. The latter condition was made to protect women from potential retaliation. In addition, the study was always referred to as the "Survey on Women's Health and Life Experiences". One-to-one interviews were conducted with consenting women at the end of their PHC visits. Thirteen women did not complete the interview process because they had to be picked up immediately by their husbands or did not show up after the end of their visits.
Data collection

Measures
A 73-item adapted version of the WHO Violence against Women questionnaire (version 10.0) was used. The original questionnaire is made up of 12 sections covering: the respondent and her family; general health; reproductive health; children; current or most recent partner; attitudes towards gender roles; respondent and her partner; injuries; impact and coping; past experience; financial autonomy; and completion of the interview. For the purpose of this study, sections 3, 4 and 9 (on reproductive health, children and impact and coping) were omitted. The questionnaire was translated into Arabic and then back-translated to English. The accuracy of language including idiom was assessed by an expert of Arabic. The internal consistency of the physical violence construct was good (α = 0.82) and comparable with other studies utilizing the same questionnaire.
Spousal violence was measured by asking participating women the following question: "Has your husband ever: slapped you or thrown something at you that could hurt you?; pushed you or shoved you or pulled your hair?; hit you with his fist or with something else that could hurt you?; kicked you, dragged you or beaten you up?; choked or burnt you on purpose?; threatened to use or actually used a gun, knife, or other weapon against you?". In each act of spousal violence women were asked if the act happened in the past 12 months or ever, and the frequency (once, few times, several times). A woman who answered yes to any of the acts of spousal violence was considered exposed to spousal violence.
Women's attitudes about physical chastisement were explored by asking participating women if a husband has the right to beat his wife in 6 hypothetical scenarios: wife fails to do chores; wife disobeys husband; wife refuses to have sex; wife asks the husband if he is unfaithful; husband has doubts of his wife's fidelity; and wife actually commits adultery. Gender roles, whether progressive or traditional, were assessed by asking women if they agree or disagree with a series of statements. For example "a good wife obeys her husband even if she disagrees" and "it is important for a man to show his wife who is the boss". A woman accepting at least one of the scenarios was considered traditional in regard to gender attitudes.
Protection of human subjects and ethical considerations
The study proposal, protocol, flyer and notification statement were approved both by Old Dominion University research institutional review board and by Jeddah primary health-care administration in Saudi Arabia. A facilitation letter
Results
A total of 200 women participated in the study. Table 1 shows the socioeconomic characteristics of the participating women and their husbands. Most women and their husbands were educated. However, the majority of women were not wage-earners (73.0%). (Figure 1 ). While acts of spousal violence varied in nature and severity, repeated acts of spousal violence were more common than single incidents (Figure 2 ).
Prevalence of spousal violence
Women whose husbands were employed were less likely to report spousal violence than those whose husbands were unemployed (OR = 0.23; 95% CI: 0.08-0.67). However, no significant differences were observed in reports of spousal violence based on age and education of the women or their husbands (Table 1) .
Injuries related to spousal violence
Nearly one-fifth of the women (37, 18.5%) stated that they had experienced injuries as a result of spousal violence including: cuts, abrasions, bites, scratches, bruises, dislocation, sprains, burns, deep cuts, wounds, broken eardrum, eye injuries, fractures, broken teeth and internal injuries. In addition, 8 of the women (4.0%) reported other injuries such as hair being pulled out of the scalp and abortions related to spousal violence. Of the women, 31 had required medical attention for spousalviolence-related injuries and 19 had actually received it. In total, only 13 women (6.5%) had told a health-care professional about the real cause of their injuries.
Adverse health effects, health services utilization & spousal violence
In general, women who reported ever experience of spousal violence perceived that their health status was worse than did women who had never experienced spousal violence ( Table  2) . Spousal violence was less likely in women who reported very good or excellent overall health status (OR 0.5; 95% CI: 0.3-0.9). In addition, spousal violence was twice as likely in women reporting recent feelings of pain or discomfort (OR 2.2; 95% CI: 1.2-3.9). 
‫املتوسط‬ ‫لرشق‬ ‫الصحية‬ ‫املجلة‬ ‫العرشون‬ ‫املجلد‬ ‫عرش‬ ‫احلادي‬ ‫العدد‬
Reports of spousal violence were 17 times more likely in women who reported recent intake of antidepressant drugs (OR 17.4; 95% CI: 2-152) and 6.6 times more likely in women who had ever had suicidal thoughts (OR 6.6; 95% CI: 2.4-17.9). No significant association was found between spousal violence and recent hospitalization or visits to health-care professionals.
Women's attitudes to spousal violence
Women who held traditional gender attitudes represented 44.0-80.5% of the sample (Table 3 ). Responses to 4 of the 5 questions showed that traditional and progressive gender attitudes were held fairly equally among the participants. The only exception was the women's views of interference of others outside the family; 161/200 of the women (80.5%) disagreed that others should interfere if a husband mistreats his wife. Most of the women did not accept wife-beating under most scenarios presented (83.5-98.5%). The only exception was in the case of a wife's infidelity; in this situation 102/200 women (51.0%) accepted the husband's right to beat his wife.
Our analysis revealed that ever experience of spousal violence was more likely in women with defiant/ progressive attitudes than in women with traditional attitudes, although the relationship was not generally 
Discussion
This study presents initial yet important findings related to spousal violence as obtained from PHC clinics in Saudi Arabia. The frequency of ever experience of spousal violence in our ‫املتوسط‬ ‫لرشق‬ ‫الصحية‬ ‫املجلة‬ ‫العرشون‬ ‫املجلد‬ ‫عرش‬ ‫احلادي‬ ‫العدد‬ research sample (44.5%) was higher than that observed in most other national studies, where spousal violence ranged from 13% to 34% (12, 14, 15) .
In the WHO multi-country study, the rate of spousal violence ranged from a low of 13% to a high of 61%. The variation was attributed to differences in cultural norms related to violence (5) . The higher frequency of spousal violence in our study is similar to some other studies in the EMR (24) . Women in this study reported being subjected to both moderate (slapped, pushed, shoved or pulled by hair) and severe violent acts (kicked, dragged, beaten up, choked or burned). This may explain the higher frequency of injuries related to spousal violence. The fact that only 6.5% of injured women had disclosed the real reasons for their injuries to a health-care professional may explain why only 9.5% of injured women received any treatment; a finding that was similar was similar to findings in other EMR studies (12, 14) . Our results of significant associations between spousal violence and poor overall health perceptions, recent perceptions of pain and discomfort, use of antidepressants and thoughts of suicide were consistent with that of the WHO multicounty study of worse health perceptions in victims of violence (25) . In Palestine, Lebanon and the Syrian Arab Republic, spousal violence victims were more likely to report depression, suicidal thoughts, somatization and more frequent health complaints (16, 18, 24) . However, the absence of a significant association between utilization of health care and spousal violence may reflect the women's reluctance to seek help for spousal violence.
The findings suggest that the containment of spousal violence to the household signal adherence to larger societal and cultural views. The majority of women in the study (80.5%) viewed family as a private sphere, agreeing that family problems should only be discussed within the family. Interestingly, although approximately half of the participants had traditional gender attitudes, the great majority of women did not accept the husband's right to beat his wife in most scenarios presented. The exception was in case of a wife's infidelity, whereby 51.0% viewed beating as appropriate, in accordance with the findings in other studies in the EMR (8, 17, 24) . These findings demonstrate that these women generally did not accept spousal violence as an appropriate enactment of male power. This study illuminates a distinct relationship between the prevalence of spousal violence and women's communication with PHCs. As only 13 women who suffered injuries as a result of spousal violence (6.5%) declared the reason for their injuries to a health-care provider it is clear that a gap exists between prevalence of spousal violence and access to services. Women's hesitation to disclose the real reasons for spousal violencerelated injuries has been observed in other studies (14, 24) and, considering the prevalence of reporting practices in Saudi Arabia, it points to prevailing traditional gender power structures that construct family patterns and practices as private and outside the purview of public services. In turn, this perception affects women's health and well-being due to their inability to communicate threats in the private sphere to the public one (24) .
One of the notable findings of this study was that participating women readily disclosed sensitive information about spousal violence to the study investigator, even though systems and sociocultural norms are in place to discourage women from reporting private family issues publicly in PHCs. This finding was documented in another EMR study (16) , providing fertile ground for investigations of the connections between private and public practices regarding spousal violence.
The study design had some limitations in the sampling methods and the potential for bias in participants' responses. The use of convenience sampling may have introduced a selection bias. By sampling from PHCs across Jeddah, we enhanced the probability of gaining access to women of various socioeconomic strata. Nevertheless, the selection of women from free-of-charge PHCs may have restricted our findings to women from middle to lower socioeconomic strata. In Saudi Arabia, affluent women are more likely to use private healthcare services. Because participating women were asked about past experiences, recall bias may have affected their answers. Many women saw the Saudi interviewer as an influential figure with power to assist them in redressing their complaints. Therefore, most women seemed quite willing to divulge sensitive information about their experiences with violence. However, a social desirability effect may have impacted the quality of data obtained.
Conclusion
Nearly 50% of women reported ever experience of IPPVAW, an alarming rate that calls for urgent and efficient violence management policies and services. Official restrictions on Saudi women's autonomy may prevent them from accessing needed services. The health-care setting may be one of the few places where women can freely access help. Therefore, health-care professionals trained in documentation and reporting of IPPVAW can improve the surveillance and intervention efforts. The integration of IPPVAW education into health-care provider education curricula, with the goals of promoting an increased awareness of the prevalence, identification of at-risk women and encouraging non-judgemental attitudes, may contribute to a better service provision and creation of a more cohesive link between the private and public sphere (26).
